A 32-year-old female presented with itchy erythematous papules and nodules of varying sizes over the scalp for the past 7 years. Lesions were progressive and bled on manipulation.
Dear Editor, A 32-year-old female presented with itchy erythematous papules and nodules of varying sizes over the scalp for the past 7 years. Lesions were progressive and bled on manipulation.
Dermatological examination revealed multiple, firm, non-tender, scaly, erythematous papules and nodules, ranging from 0.5 cm × 0.5 cm to 1.5 cm × 2 cm, few of them arranged in clusters on the posterior aspect of the scalp. General physical and systemic examinations were normal. There was no lymphadenopathy [ Figure 1a and b].
A provisional diagnosis of angiolymphoid hyperplasia with oeosinophilia (ALHE) was considered. Routine blood investigations were normal. Biopsy revealed numerous capillaries with prominent plump endothelial lining with surrounding dense inflammatory infiltrates in the dermis, consistent with ALHE [ Figure 1c and d]. She was put on oral steroids (prednisolone 1 mg/kg/day) and topical imiquimod (3 days in a week) for 2 months, with no improvement, which led us to opt for a newer technique, intralesional radio-frequency ablation (RFA). We employed 'Mega Surg Gold' high-frequency radiosurgery unit (dermaindia) for the procedure [ Figure 2 ]. After local infiltration with 2% lignocaine, a 22-gauge needle was inserted with its distal 3 mm-0.5 cm (depending on the size of the lesion) inside the lesion. RFA was performed at high power.in coagulation mode by touching the needle at its proximal end [ Figure 3 ] and needle was slightly lifted with help of forceps to avoid thermal damage to the uninvolved epidermis and dermis. With single epidermal entry point, fanning technique was employed, and energy was passed for an average of 15-20 s before the change of direction of the needle. Eight sessions were performed over a period of 4 months (at 2 week interval), treating 4-5 lesions in each session. By the end of the last session, there was remarkable resolution of lesions with minimal scarring at the treated area, which was almost invisible after the growth of surrounding hair [ Figure 4 ]. There was no recurrence of lesions during the follow-up period of 1 year.
DISCUSSION
Although ALHE is a benign vascular tumour, it is potentially disfiguring; hence, there is a need for therapy with good curative and cosmetic result as well.
Various topical agents such as timolol, imiquimod, tacrolimus and systemic agents such as corticosteroids, p r o p r a n o l o l , r e t i n o i d s , p e n t o x i f y l l i n e a n d chemotherapeutic agents such as vinblastine and mepolizumab (anti-interleukin-5) have been tried with inconsistent results. Surgical excision can be considered, but local recurrences occur in 33-50% as the lesions are often multilobulated and poorly delineated.
Photodynamic therapy, electrocautery, cryosurgery and intralesional corticosteroids, interferon alfa-2a, lasers have shown some success. [1] [2] [3] [4] Although there are many modalities available in the treatment of ALHE, showing variable results, none of them are completely satisfactory and cost-effective.
Intralesional RFA is a minimally invasive procedure with added advantage of less surface damage and has been employed recently in the management of ALHE. In a report of ALHE being treated with intralesional RFA, an 18 gauge intravenous cannula Venflon was used with good results. [5] We used 22 gauge needle, which is much cheaper than the intravenous cannula for intralesional RFA without any difference in outcome. This particular method is useful for widespread lesions where medical and surgical modalities produce suboptimal results.
Post-procedure complications include minimal scarring and depigmentation, which in areas such as scalp can be invisible/camouflaged with hair, like in our case.
This case is reported for intralesional RFA therapy being a new, cost-effective and easy-to-treat modality in the management of ALHE with a long-lasting result and no relapses, especially in limited resource settings, as it just requires an RFA and a sterile needle.
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Dear Editor, Vulvar dermatosis may confuse many specialists who deal with the female genito-urinary system. The difficulty arises because majority of the conditions witnessed are dermatological, and patients usually first attend gynaecology and urology specialist clinics for these disorders. Further, this is compounded by the fact that many common disorders when involving the vulva are usually modified with atypical presentations posing difficulties in the diagnostic acumen of even experienced dermatologists.
A 23-year-old female presented to the department of dermatology with the chief complaints of an enlarging lesion on the right vulva for the past 4 months. She stated that the lesion began as a small pea-sized growth, almost 1 year back, but because it was asymptomatic, she had completely ignored it. However, now as the swelling was gradually increasing in size, she ascertained the importance of seeking medical attention. Examination revealed a fleshy corrugated linear plaque over the right vulva of length 8 cm extending from the medial to the lateral border [ Figure 1 ]. Palpation demonstrated a non-tender fleshy growth with a bag of worms-like feel. No other associated lesions were identified. Differential diagnosis of plexiform neurofibroma (PN) and isolated collagenoma (IC) was considered, and a lesional skin biopsy was sent for histopathological examination. Histopathology revealed an absolutely unexpected result. Epidermis was intact with normal architecture. Dermis revealed fibrocollagenous tissue interspersed with blood vessels [ Figure 2 ]. With these findings, a diagnosis of fibroepithelial polyp (FEP) was made, and treatment options explained to the A Linear Fleshy Corrugated Plaque on the Right Vulva: A Diagnostic Surprise
